Origins of the FIGO initiative to reduce the burden of unsafe abortion  by Shaw, Dorothy
International Journal of Gynecology and Obstetrics 126 (2014) S3–S6
Contents lists available at ScienceDirect
International Journal of Gynecology and Obstetrics
j ourna l homepage: www.e lsev ie r .com/ locate / i jgoFIGO INITIATIVEOrigins of the FIGO initiative to reduce the burden of unsafe abortionDorothy Shaw ⁎
British Columbia Women’s Hospital and Health Centre, Vancouver, Canada
Department of Obstetrics and Gynecology, University of British Columbia, Vancouver, Canada⁎ British Columbia Women’s Hospital and Health Cent
BC, V6H 3N1, Canada. Tel.: +1 604 875 3536; fax: +1 60
E-mail address: dshaw@cw.bc.ca.
http://dx.doi.org/10.1016/j.ijgo.2014.03.009
0020-7292/© 2014 International Federation of Gynecologya b s t r a c ta r t i c l e i n f oKeywords:
Contraception
FIGO initiative
Maternal mortality
Prevention
Unsafe abortion
Women’s sexual and reproductive rightsThe origins of the International Federation of Gynecology and Obstetrics (FIGO) Initiative for the Prevention of
Unsafe Abortion and its Consequences began in 1969 when a young British medical student encountered a
young woman in Canada with complications of unsafe abortion. Through evolving understanding of the context
of women’s lives, including the role of family planning and access to safe abortion globally in preventing the
deaths and imprisonment ofwomen, Iwas able to contribute to FIGO’s advocacy through a collaborative initiative
with country-led action plans based on a situational analysis. Forty-six member associations rapidly agreed to
participate with results of situational analyses—an unprecedented result in FIGO’s history. Professor Anibal
Faúndes’ role has been pivotal to the success of this initiative, including the establishment of a working group
of regional coordinators and collaborating agencies to oversee the implementation of action plans involving in-
country partners and the Ministry of Health. Deaths from unsafe abortion and its complications are preventable.
© 2014 International Federation of Gynecology and Obstetrics. Published by Elsevier Ireland Ltd.
Open access under CC BY-NC-ND license.1. Introduction
The origins of the International Federation of Gynecology and
Obstetrics (FIGO) initiative to prevent unsafe abortion and its conse-
quences began long before my inauguration as President of FIGO in
2006, when I announced that this, together with sexual violence and
HIV, and combatting cervical cancer, would be a priority area of focus
for FIGO.
2. The beginning of the story
In the summer of 1969, as a 20-year-old British medical student ex-
tern in Montreal, I saw a young woman in the Emergency Department.
My ﬁrst ever view of a vagina, through a speculum held by the resident,
revealed a large hole in the vaginal vault caused by potassium perman-
ganate used in an attempt to self-induce abortion.
At that time, contraception and abortion were being decriminalized
in Canada [1]. Although politically naïve at the time and unaware of the
recent implementation of an amendment to the criminal law in Canada
that made it legal for women to get an abortion if a committee of 3 doc-
tors felt the pregnancy endangered the mental, emotional, or physical
well-being of the mother, this represented the beginning of a journey
forme—albeit unconscious initially—in terms ofwomen’s sexual and re-
productive rights. In Edinburgh about two years later, I recall wonderingre, 4500 Oak Street, Vancouver,
4 875 3456.
and Obstetrics. Published by Elsevier Iwhy a woman required a psychiatric evaluation in order to secure
the abortion she was requesting. Both these women made a signiﬁcant
impression on me.
My own upbringing occurred at a time when British society was
very conservative, hierarchical, and paternalistic at best. Occasionally,
“bad girls” who became pregnant “out of wedlock” would disappear
from their communities, returning later without their babies, who
had been “given up” for adoption. I grew up in an era when the Kinsey
report on sexuality [2] was seen as erotic literature—inappropriate
for a curious young person—and even mildly suggestive pop songs
were banned or restricted for several years. Long before I fully un-
derstood the sociopolitical context, I recall shotgun marriages, and
“premature babies,” including some in my own extended family that
were not acknowledged.
I already had a strong sense of social justice, but medical school in
Edinburgh at that time was not conducive to activism on my part,
even thoughmyawareness ofwomen’s inequalitywas growing. As a re-
sult of observing and living in two countries when access to contracep-
tion and safe abortion became legal and sex education in schools was
perfunctory, I can relate to women in countries where unsafe abortion
and contraception are still not readily accessible and where there are
still gaps in sex education, including understanding the context of
human sexuality and a woman’s life. I feel that in some ways, even
though I have been privileged not to live in poverty, I have lived through
the societal changes in so-called “developed countries” where most
women now have a voice and generally no longer face the perils of
unsafe abortion and lack of access to contraceptive information and
services, though we still see challenges to access in rural and remote
areas as well as in vulnerable populations.reland Ltd. Open access under CC BY-NC-ND license.
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lenges faced by women wanting to control their fertility, I learned
from my grandmother how people faced the reality of an unwanted
pregnancy and from my mother how one of her friends in high school
died as a result of unsafe abortion. These were issues no-one spoke
about and their prevalence was not known publically. Family planning
methods were highly unreliable if available—vaginal douche post-
intercourse being one I learned about from poorly informed sources
in restrictive times! Oral contraceptives were introduced into the UK
in 1961, but were only available to married women until 1967 and it
was several more years before young unmarried women were able to
have signiﬁcant access. Abortion was legalized in 1967 [3].
3. The story continues, back in Canada
By the mid-1970s, pursuing obstetrics and gynecology as a career,
I had immigrated to Canada and during my residency also worked as a
physician in our Planned Parenthood clinic. At that time, our Vancouver
clinic was involved in research into the Yuzpe method of emergency
contraception [4] and I made a poster that I thought, again naïvely, we
could provide as a public service on the bus system: “Unprotected last
night? Why worry till your next period? Call this number now!” The
staff at the clinic gently informed me that getting this poster onto the
buses was not in the realm of the possible.
I had learned from Canadian and UK colleagues of my generation
and older the scope of the problem before abortion was legal; their dis-
tress about how many women died or were inpatients from complica-
tions of unsafe/illegal abortion, a situation I have personally witnessed
repeatedly over the past 15 years in countries with restrictive abortion
laws. There, womenwith serious complications of unsafe abortion often
occupy 50% of the gynecology beds—a situation that is and was essen-
tially preventable. The Canadian Planned Parenthood clinics provided
only counseling and contraceptive services, referring women who re-
quested abortions. I consciously became a strong advocate for women
to have access to family planning services, recognizing the devastating
consequences of unplanned and unwanted pregnancies on their lives
and their need to have control over when to have a family.
4. Conscious activism
In 1988when the Supreme Court of Canada struck down therapeutic
abortion committees as unconstitutional, thanks toHenryMorgentaler’s
challenge, abortion de facto became solely amatter for awomanandher
physician [5]. Premier van der Zalm in British Columbia was opposed
to this status and decided that abortion would no longer be an insured
service covered under the publicly funded medical services plan. This
provincial cabinet decision was ultimately nulliﬁed by Chief Justice
Allan McEachern of the Supreme Court of British Columbia [6] after an
outcry from many, including opposition from his own Social Credit
Party. (I had collected many hundreds of signatures on a petition
and had written a letter to our local member of the BC Legislature that
resulted in a House call on a Friday night and him opposing his leader
in theHouse). However, thiswas not beforewomenhad become so con-
fused and concerned about their ability to access abortion services that
within 10 days at least one woman presented with complications from
an unsafe abortion.
Parliament soon drafted legislation intended to “recriminalize” abor-
tion that passed in the Lower House. Bill C43 was then debated by the
Senate, which held committee hearings where the Society of Obstetri-
cians and Gynaecologists of Canada (SOGC) made a presentation in
January 1991. Dr David Popkin was SOGC President and was accompa-
nied by myself as President Elect, Dr André Lalonde and others. I recall
the lobbying undertaken by anti-choice groups and individuals and
how difﬁcult it was for the evidence championed by the SOGC to be
heard. The proposed bill was vague on how putting abortion back
into the criminal code would be implemented. The SOGC was veryconcerned about setting women's health and rights back to a dark
time when women died needlessly.
When Bill C43was defeated in a tied vote in the Senate in early 1991,
abortion became part of healthcare and was afﬁrmed as a decision
between a woman and her physician [7]. It was about that time that
I became more involved in global women’s health owing to my role
as President of the SOGC from 1991− 1992 and the FIGO Congress in
Montreal in 1994.
A few weeks after the Montreal FIGO Congress, Dr Gary Romalis, an
obstetrician, gynecologist, abortion provider, and colleague, with vivid
memories of women dead or dying from septic shock at a time when
abortion was illegal in Canada, was shot in his home on November 8
1994. Over the next 3 years, two more Canadian doctors were shot
at home as well as an American doctor, Dr Slepian, who was killed.
Dr Romalis survived a second murder attempt in July 2000. The
need to support physicians who provide abortion, typically as part of
comprehensive life-saving care for women and their newborns, was
highlighted as never before.
5. FIGO Committee for Women’s Sexual and Reproductive Rights
In 1999, Professor Mahmoud Fathalla invited me to co-chair a
study group on Women’s Sexual and Reproductive Rights (WSRR)
and in late 2000 this resulted in the inaugural FIGO Committee on
Women’s Sexual and Reproductive Rights, which I had the remarkable
good fortune to chair. I learned so much about human rights from
Professor Fathalla, Rebecca Cook and many others, and my lived expe-
rience from over 25 years in family planning and women’s health took
on much greater signiﬁcance.
With a grant from the Packard Foundation from 2000− 2003, the
WSRR Committee called for interest from FIGO Member Associations
to participate in projects to advanceWSRR in their respective countries.
These projects shone a light on maternal mortality as a violation of
human rights, ahead of it being recognized widely as such at a global
level. Maternal mortality was noted as a priority by 3 of the 7 partici-
pating Member Associations, and India speciﬁcally included safe abor-
tion as a priority. In an effort to illustrate what sexual and reproductive
rights mean to women, in the FIGO newsletter during the project we
reproduced the story of Min Min Lama in Nepal, with the permission
of the International Planned Parenthood Federation (IPPF). Contrary
to what was thought by some, this story was not about promoting
access to safe abortion, rather an illustration of multiple violations of
the rights of this young woman.
“MinMinwas 14when shewas raped by amale relation, the brother
of her step sister-in-law. She should have been in school. Her step sister-
in-law said she couldn’t believe that her brother would do such a thing.
When it was discovered that Min Min was pregnant, her step sister-in-
lawwanted to protect her brother and,withoutMinMin Lamaknowing,
she gave her a drug that induced an abortion. When the aborted fetus
was found in a public toilet, the sister-in-law called the police. Abortion
was then illegal in Nepal and the teenager was sentenced to 12 years
in jail” [8].
There was strong international reaction to this story and the
Nepalese Society of Obstetrics and Gynecology also advocated for
decriminalizing abortion in Nepal, where maternal mortality rates
were among the highest in Asia. Abortion became legal in 2002 in
Nepal and was offered in public hospitals; however, knowledge and
access remain inconsistent. The National Reproductive Health Strategy
has since incorporated an integrated package of services including
family planning, safe motherhood, and the management of abortion
complications [9].
The sensitivities surrounding abortion were highlighted when pre-
paring the Scientiﬁc Program for the FIGO Congress held in Chile in
2003, where we were informed that the word “abortion” could not ap-
pear in the program for fear of offending national political leadership;
“termination of pregnancy”was used instead. Ironically, when Professor
S5D. Shaw / International Journal of Gynecology and Obstetrics 126 (2014) S3–S6Faúndes organized the ﬁrst ever parallel public forums at the Congress,
the word “abortion” appeared in the title of one of the 4 sessions spon-
sored by the Ministry for Women, with its approval.
In 2003, at the FIGO General Assembly where I was acclaimed as
President Elect, a joint document from the FIGOWSRR and Ethics Com-
mittees entitled “Professional and ethical responsibilities concerning
sexual and reproductive rights” was approved, with the intent that it
be adopted and promoted by all FIGO Member Associations [10].
Available on the FIGO website, the document sets out the profes-
sional responsibilities of FIGO Member Associations and of individual
obstetricians and gynecologists, understanding their commitment to
assure human rights and ethical principles in the reproductive health
care of women. It covers professional competence, women’s autonomy
and conﬁdentiality, and responsibility to the community.
“Relationships that underlie sexual and reproductive health are a
natural part of life that should be entered into freely and safely, with-
out violence or coercion, for both men and women. The sexual and
reproductive rights that arise from human rights in general form an
important part of medical ethics and apply to all women regardless
of age, marital status, ethnicity, political afﬁliation, race, religion, eco-
nomic status, disability, or other status. These rights imply a need to
inform public opinion and to promote a respectful public dialogue,
including different ethical and religious perspectives and noting that
freedom of religion includes the requirement that no one religion or
belief can impose its values on others. Thus, member societies must
recognize and respect the diversity of cultures and religions that may
exist within a country in order to provide culturally sensitive care for
all women.”
The expectation that FIGO Member Associations would then adopt,
or adapt and adopt, the document led to several speaking engage-
ments where I articulated its content with relevance for the practicing
clinician—in fact,WSRR is an integral part of all we do in clinical practice.
6. The decision is made
As part of providing technical expertise on WSRR related to the
adoption of this document, I was invited to a special general meeting
of the Guatemalan Association of Gynecology and Obstetrics in the
spring of 2006. I had already identiﬁed unsafe abortion as an area in
which prevention could save the lives of thousands of women around
the world every year. FIGO’s focus on maternal mortality and the
evidence that 13% of maternal mortality was due to unsafe abortion
made it untenable that I could ignore this issue as FIGO President
regardless of the sociopolitical sensitivity I had encountered. At the
meeting in Guatemala, a colleague who I later learned was from Opus
Dei met me before the special annual meeting to approve their version
of the FIGO document (Rights-based Code of Ethics as it came to be
known). Speaking through an interpreter he made it clear to me that
he came from a very different perspective and expressed some views
that were not consistent with the evidence I knew. By then I was well
aware that evidence was limited in its persuasiveness when religious
dogma was at play. In any event, once it became clear that we were
not of the same opinion, I sought common ground, despite his initial
insulting stance. That common ground turned out to be the education
of girls and women—evidence-based and an essential place to start. At
that point, any doubt I had about the ability to succeed in an initiative
to prevent women dying from unsafe abortion was removed. The ap-
proach would require that every Member Association in conjunction
with their Ministry of Health would develop a “menu-based” approach
that would be appropriate for their country.
7. Launch of the FIGO initiative
After announcing during the closing ceremony in Kuala Lumpur
in 2006 that the prevention of unsafe abortion would be a presiden-
tial priority, [11] building on FIGO’s work on preventable maternalmortality, the plan was discussed at a retreat of the FIGO Executive
Board in January 2007, where approval was obtained for the creation
of a working group chaired by Professor Anibal Faúndes. Professor
Faúndes wisely chose to name the initiative and the Working Group:
“The Prevention of Unsafe Abortion and its Consequences”. The initia-
tive would focus on potential interventions to address the problem of
unsafe abortion and theWorkingGroupwould bring together represen-
tatives of obstetrics and gynecology societies and partners from other
organizations with similar priorities such as the IPPF, the International
Confederation of Midwives (ICM), UNFPA, the World Health Organiza-
tion (WHO), and Ipas, among others. It was fortunate that, through
the work of Dr André Lalonde, Schering had agreed to provide an unre-
stricted grant of US $300 000 to support my work as FIGO President
that acted as seed funding and facilitated our ability to secure a grant
in 2007 from an anonymous donor for US $3 940 190 for the period
from November 1, 2007, to April 30, 2010.
Professor Faúndes immediately began to convene the Working
Group, noting that as the ﬁrst activity of this group, the FIGO Executive
Board called for a situational analysis of unsafe abortion in each country
or territory with FIGO afﬁliated societies. That analysis would be the
basis for preparing a plan of action. A Technical Consultation was con-
vened in New York on May 14, 2007, with the ﬁnancial support of
Ipas and the logistic support of the IPPF–Western Hemisphere Region
(IPPF/WHR). The purpose of the consultation was to deﬁne the topics
(items) to be included in the national situational analysis and to estab-
lish a chronogram of activities until the time of the next FIGO Congress,
to be held in late 2009 in Cape Town, South Africa.
The technical consultation was attended by representatives from
UNFPA, WHO, Ipas, IPPF, the International Women’s Health Coalition
(IWHC), the Center for Reproductive Rights (CRR), Columbia University,
and EngenderHealth, as well as FIGO representatives from Asia, Europe,
Africa, and Latin America. A core list of items to be included in the
situational analysis of every country/territory was deﬁned, as well as a
longer list of items to be collected whenever possible. The list was pre-
pared taking into consideration that there are two means of reducing
maternal morbidity and mortality related to unsafe abortions: reducing
their numbers and making the remaining abortions safer.
This consultation and the resultant list of items from the situational
analysis was incorporated into the terms of the grant and in August
2007, a joint letter was sent to all FIGO Member Associations from
Gill Greer, the Director General of IPPF and myself as President of FIGO
askingwhichMemberAssociationswould be interested in participating.
The purpose of the letter was to inform obstetrics and gynecology
Member Associations, ICM and IPPF member associations of this initia-
tive, and to encourage them to consult with one another and convene,
as soon as possible, a meeting of representatives of all these institutions
at the national level, including UNFPA and WHO country ofﬁces, local
NGOs working on women’s rights, and governmental agencies. We re-
quested that the Member Association name a person who could serve
as a focal point for this activity, and that his/her name and contact infor-
mation be sent to the FIGO Secretariat and to Dr Faúndes, as coordinator
of the Working Group.
The desired outcome of themeeting with the other agencies in each
country was to agree on a plan to complete the situational analysis in
the coming months and to deﬁne a date for the national workshop,
taking into consideration that regional workshops would be held no
later than March/April, 2008. As much as possible, locally available
resources of the various partners were expected to support this under-
taking, with support for regional workshops and related activities of the
Working Group to be obtained from the anonymous donor.
All these activities were expected to be carried out through the
collaboration of the obstetrics and gynecology societies, afﬁliates of
ICM, IPPF member associations, WHO and UNFPA country ofﬁces, Ipas
regional and country ofﬁces, local academic institutions, and other in-
terested groups such as the Population Council, Columbia University,
EngenderHealth, IWHC, CRR, and their local partners. Ministers of
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process and particularly in the national and regional workshop.
We ambitiously suggested that we would have 50 Member Associa-
tions participating, a number many thought to be unrealistic, but even
within the very short time frame for response (3 months) we had re-
sponses from 53 organizations and several more expressed interest
after the deadline. Interestingly, some of the organizations were from
high-resource countries. We declined their participation but were able
to include 46 Member Associations in the initiative, all of whom had
completed the preliminary situational analysis. FIGO also gained some
new Member Associations as a result of this initiative, which was seen
as something of value that FIGO was offering.
General objectives for the initiative were articulated, recognizing
that these would be modiﬁed depending on the situational analysis
of each participating country and that speciﬁc objectives would also
be required. The involvement of the Ministry of Health was integral in
all countries, and the Ministry of Education in some.
It is noteworthy that sessions on unsafe abortion and its prevention
were in high demand at the FIGO Congress in 2006, 2009, and 2012. This
high level of interest and the commitment of Member Associations
and regional coordinators have continued unabated, even though the
granting agency has now focused its attention on 18 countries with
high rates of unsafe abortion and maternal mortality.
Abortion has always been and remains a private decision, yet unlike
any other it is debated as a public one. Abortion will always raise strong
responses. Debating it in the media merely adds to polarized opinions.
Everyone should have their views respected and we need to focus on
providing effective contraceptive methods and meaningful sex educa-
tion programs if we seek the lowest abortion rates in the world: the
evidence is clear that this approach, not restrictive legislation, is what
works. Recent developments in the USA demonstrate the ongoing
need for such advocacy. Last year, 2013, marked an unprecedented in-
crease of 70 provisions enacted to restrict access to abortion services
in 22 states, in contrast with changes in state law to increase access
to abortion in California. Five states actually moved to expand access
to comprehensive sex education and emergency contraception for
women who have been sexually assaulted [12]. Even with such pro-
grams and services, abortion will remain a necessity for a variety
of reasons. The history of previous attempts to restrict abortion andcontraception is written on tombstones of women. As will be self-
evident, I passionately believe that no woman should die preventably
fromunsafe abortion and its complications and thatwe have a collective
responsibility to address this issue acknowledging the facts.Conﬂict of interest
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